Introduction
Anxiety disorders are highly prevalent in bipolar disorder (BD), and obsessive-compulsive disorder (OCD) is one of the commonest anxiety disorders associated with BD. Population-based studies reported lifetime prevalence rates of comorbid BD-OCD ranging between 11.1 and 21%. [1] [2] [3] The prevalence of OCD may be masked by presence of manic or depressive symptoms in BD, which is evident from data in remitted patients where the reported prevalence of comorbid OCD is quite high (35 to 38.6%). [4] [5] [6] In children with BD, the prevalence of OCD ranges between 20.7 and 46.9%. 7 The high prevalence of such association is even argued for a specific subtype of BD or OCD or one disorder increasing the propensity to develop the other.
Presence of OCD poses a huge impact on morbidity of patients with BD. BD, when comorbid with OCD, has been associated with greater disability and poorer quality of life, 7,8 poor functioning 7, 9, 10 and higher unemployment 7, 9 in comparison to 'pure' OCD or 'pure' BD. It is also associated with episodic course, 11 rapid cycling 8 and more frequent hospitalizations. 7 Comorbid OCD may increase mortality in BD as studies have consistently shown an increase of suicidal ideas and attempts among patients with BD-OCD. 4, 7, 8, 12 OCD in BD is a poor prognostic factor too, as poor treatment response and polypharmacy are well documented in BD-OCD comorbidity. 7, [13] [14] [15] A recent large sample study from India showed that OCD is severe in BD-OCD. 9 In another study, severity of OCD in BD was significantly higher when compared with pure OCD and subjects had moderate to severe scores on the Y-BOCS severity scale. 16 However, another study involving remitted bipolar-OCD patients showed that BD-OCD had less severe OCD compared to pure OCD, and that OCD was mild to moderate on Y-BOCS in BD-OCD. 6 Many studies reported that OCD in BD has an episodic course (similar to BD), with worsening in depression and improvement in manic phases. 7 But a chronic course has been reported in two studies, 9, 17 and a recent study has documented worsening of OCD in manic phases. 9 BD-OCD patients had a higher number of depressive episodes than patients with BD alone, which may be attributed to poor treatment of OCD in BD-OCD due to fear of causing mood instability. 7, 18 Only a few studies have analyzed OCD in remitted BD. 5, 6 These studies found that OCD-BD subjects were characterized by episodic course of OCD, high familial loading for mood disorders, and comorbidity with depression, social phobia, and generalized anxiety disorder. They also had less severe OCD and a different symptom profile compared to non-bipolar OCD. 5, 6 A few researchers even argue for a specific subtype of BD-OCD due to its high prevalence, clinical characteristics, disability and poor treatment response. 19, 20 Conversely, a recent systematic review denotes scarcity of studies exploring BD-OCD. 7 Also, the nosological status of this comorbidity is less studied. 21 Family studies can be used for a better neurobiological and hence nosological understanding of BD-OCD comorbidity.
The objective of this study was to study the sociodemographic profile, clinical features, familial loading of psychiatric disorders and level of functioning in remitted patients with BD who have comorbid OCD, and to compare the results with those obtained for remitted BD patients without OCD.
Methods

Subjects
The study was conducted from Family history of psychiatric illness was assessed using the Family Interview for Genetic Studies (FIGS).
This instrument has been used to screen for psychiatric disorders in relatives of patients when direct assessment of the relatives is impossible. It was developed by the National Institute of Mental Health (NIMH), has been well validated and is widely used in psychiatric genetic studies. 22 There are three steps to using the FIGS: 1) review the pedigree with the informant; 2) ask the general screening questions; and 3) complete a face sheet and symptom checklists with selected relatives.
Family history of major psychiatric illnesses (psychosis, depression, mania, alcohol/substance abuse) can be determined using FIGS. As FIGS does not cover family history of OCD, we used questions in the OCD module of the SCID-I to assess family history of OCD.
Statistical analysis
Statistical analysis was performed using the Table 2) .
When comparing the number of family members suffering from psychiatric disorders between the two groups, the BD-OCD group showed a significantly higher familial loading for OCD (p=0.02) and BD-OCD (p=0.01) when compared to the group with BD without OCD.
Familial loading for BD (p=0.49), depression (p=0.37), mania (p=0.21), psychosis (p=0.09) and alcohol/drug use (p=0.67) was not significantly different between the BD-OCD and BD-only groups. Familial loading for OCD or BD along with depression, psychosis and alcohol/ drug use disorder was not significant either ( Table 2 ).
Discussion
The prevalence of OCS/OCD in our patients with remitted BD was 35.5%. Only a few previous studies have looked into prevalence rates for OCD in remitted patients with BD. Tamam & Ozpoyraz, in 2002, assessed prevalence of OCD of 39%. 5 Another more recent study from India involving 80 remitted bipolar outpatients also reported a prevalence of 35% for OCD. 6 The prevalence rate found in our study is concordant with those previous studies. However, in population-based studies of adults with BD, the proportion of patients with comorbid OCD ranges from 13 to 21%, and in hospital-based studies, from 3 to 16%. 7 This very lower prevalence rates remitted BD reported a female preponderance for OCD in BD, 5 whereas another study did not show any gender difference. 6 There were no gender differences in the prevalence of OCD in our study either. Our group of BD-OCD had higher Y-BOCS scores compared to another study of remitted patients. 6 Our patients with BD-OCD showed a lower level of functioning on GAF compared to those with BD only. This is a very important factor for prognosis. Many other studies also denote poor functionality in BD-OCD patients. [7] [8] [9] [10] Poor scores on GAF could be a product of a higher number of manic and depressive episodes in our BD-OCD subjects, but there was no difference in the mean duration of manic or depressive episodes in relation to patients with BD alone. Number of hospitalizations was higher in our BD-OCD group, which also indicates a poor prognosis in BD-OCD when compared to either BD or OCD alone. 7 This finding has been reported consistently across many studies of BD-OCD. 7, 15, 16, 23, 24 Our study found a higher number of suicidal attempts in BD-OCD. Many previous studies also report the same finding. 4, 7, 8, 12 However, a large sample study described that current suicide risk is not increased in BD-OCD compared to BD. 9 No other studies involving patients with BD in remitted state have explored suicidal risk in BD-OCD in comparison to BD. We could not find a more rampant use of mood stabilizers, antipsychotics or antidepressants in the BD-OCD group, even though polypharmacy is very frequently reported in BD-OCD Program for Bipolar Disorder (STEP-BD) study, in which BD patients with comorbid anxiety disorder were more likely to receive treatment with an antidepressant than BD patients without anxiety. 12 The main reason for underprescription in our study may be fear of manic switches associated with antidepressant use. 10 Most importantly, our study suggests that BD-OCD patients have more family history of BD-OCD and OCD, triggering postulates that either BD-OCD may have its familial inheritance from OCD or it may be a distinct entity with its own inheritance pattern. None of the previous studies of BD-OCD have investigated or reported familial transmission of BD-OCD combined. 7 A few previous investigations have assessed family history of OCD or BD in BD-OCD. 7, 9, 14, [24] [25] [26] BD-OCD patients may have a higher prevalence of family history of mood disorders and a lower prevalence of family history of OCD in comparison with OCD patients, 14, 24, 25 even though study found the reverse 25 and another study found higher family history of OCD but not of BD. 9 Yet another study found no significant differences in family history of OCD, depression or mania in patients with OCD with or without BD. 10 Our study also failed to find any higher prevalence of OCD, BD, depression, mania or schizophrenia in patients with BD-OCD. A recent review has suggested that BD-OCD may more closely resemble BD rather than OCD, and rather than being a separate entity; however, the same review reported a major limitation of very small number of studies using structured assessment for familial loading of psychiatric OCD + alcohol/drug use 0 0 --disorder. 7 Our study goes against those findings; we postulate that BD-OCD may be a separate entity as per our study.
The strengths of our study include having been done in remitted patients, to avoid effect of mood status on assessments, and use of structured assessments.
Limitations of this study include a small sample size and non-availability of a data recording system. We did not analyze the phenomenology and course of OCD in BD as we did not have an OCD group for comparison.
Conclusions
BD-OCD is associated with poorer functioning, more manic and depressive episodes, more suicidal attempts and a higher number of hospitalizations compared to BD without comorbid OCD. High familial loading of OCD and BD-OCD, but not of BD, was found in our study. Our findings may indicate the existence of a separate entity, 'bipolar OCD', or may suggest that presence of OCD in relatives increases the risk for BD-OCD. Large sample sized follow-up studies focusing on family analysis of siblings and offspring of patients with BD-OCD will help us better understand this entity.
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